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The authors report technically successful stenting
intended to improve the result of eversion carotid
endarterectomy when a distal endpoint abnormality is
found early after restoration of flow in the internal carotid
artery. Their enthusiasm for this adjunctive maneuver (“…
there is a strong rationale for…”) is understandable, espe-
cially in light of the second case that avoided a second
operative procedure. Still, it might do well to examine
some additional considerations regarding the use of
adjunctive stenting in this setting.
First, it appears that the authors do not routinely use
completion arteriography to assess technical result of ever-
sion endarterectomy because they used it in the first case
but apparently not in the second. This suggests that there
was a reason for heightened concern about the technical
result in the first case. If this were true, it might well be
argued that greater attention to the intimal endpoint at
the time of completing the endarterectomy might avoid
the subsequent “distal occlusion” and consideration of
stenting.
The appearance of the operative photograph (Fig 3)
suggests that access for applying conventional surgical
techniques would have been possible in the first patient.
The carotid bifurcation is shown well below the mandibu-
lar angle, and the stent is clearly seen well below the
hypoglossal nerve and just above the bifurcation. As sug-
gested by the authors, simple suture fixation with or with-
out patch angioplasty would have been an alternative.
Secondly, the underlying assumption that a stainless
steel endovascular prosthesis is an equal or acceptable
alternative to conventional surgical repair of an intimal flap
remains untested. Late results of carotid stenting remain
for further evaluation by careful imaging and clinical fol-
low-up studies to provide. An excellent arteriographic
appearance is a comforting start to a long, trouble-free
postoperative status. But there have been no late reports
to guide us in combining surgical endarterectomy with
stenting at the same procedure. The authors have seen a
“widely patent ICA” with postoperative duplex scanning,
but we are not informed of the follow-up interval.
Finally, it is also important to note that the authors
acknowledge the necessity for “skills” in placement of a
stent in a freshly endarterectomized vessel. This needs
consideration, although judging the trade off between
theoretical risks will necessarily remain inexact.
The authors have given a brief report of a new and
expedient method of dealing with a technical defect
immediately after eversion endarterectomy. This deserves
a place in the list of alternatives but needs to be studied
further to learn whether it is a good choice or presents
only a short-term advantage.
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Please see related case report by Melissano et al
on pages 355-6.
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